-1t THE DIVISION OF HEALTA OUF MIUURI
26082

21a. ACCIDENT (Bpecify? 21b, PLACE OF INJURY (a8t or about | 2lc. (CITY, TOWN, OR TOWNSHIPY {COUNTY) (STATE) ..
SUICIDE home, farm, factary. stcoet, ofiow bldg.,et0.)
HOMICIDE
2td. TIME (Month} ~ {Day) {(Year) (Hour) 2te. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
F . ) WHILE AT[—] NOT WHILE
INJURY o | Cwozrk AT WORK
. . 22. I hereby certify that I allended the deceased from L-1=-Sb 19 o 3= 1% 18 b that I last saw the deceased
aliveon =19, 195\, and that death occurred at Mm from the causes and on the date staled above.
NATURE ZTe0 0T tltl@ 23b. ADDRESS 7 23:. DATE SIGNED
X *—%mﬂ v Wo 10 B S+, Otz [§ xo-sb
24n. BURIVAL, CREMA- | 24b. DATE 24c. NAME OF CEMEI'ERY OR CREMATORY 244. LOCATION (City, town, or &ml’) (Btate)
TION, REMOVAL (Bpeetty)
Burial Mem 1 Park Cematery St. Joseph, Missouri,
DATE REC'D BY LOCAL | REGIPTRAR'S SIGNATURE FUNERAL J s TURE DRESS
4-8 AW L
/ St.Joseph, Mo.

S. ¥No.300
v, 10.48 F]LE[] AUG 27 ]956 STANDARD CERTIFICATE OF DEATH St812 File No..viimremceominsssressivemssnnas -
BIRTH NO. REG. DIST. NO. 42 PRIMARY REG. DIST. NC. 1000 Kegisirar's No.........?..g.g.-.-..-..........m.
0 1. PIESUCE. OF DEATH 2. USUAL RESIDENCE (Whbere decossed lived, 1f isstitution: resldence before
. NTY . . mineion).
2 Buchanan 2. STATE  Miasouri b. COURTY B, chanang ™"
b. CITY (1t outeld limits, write RURAL and i ¢. LENGTH CF e. CITY
LY 0 eucds oroae e | STAY domgon|| OR  gp & T At
A TOWN St. Joseph Lifetime town St. Joseph B % By
g d. FH&)-%P?'PAB?_EOORF (If ot in hospital ar issitution, give :t.rut addrees ot lt:enl.lon) A%rI)RF%EEgs (it raral, give location) & ‘( \rs
bt INSTITUTION  Missourl Methodist Hospital 222% 3. 10th Street ¢ '
Q 3. NAME OF a. (First) b. (Middie) ¢. (Last) 4. DATE (Month)  (Day) (Year)
F (Tvpe or Print) Jeanette Kibbey oEATH August 17, 198
é 5. SEX I 6, COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9, AGE (Io years]| IF GOCR 1 YEAR | & UNDER #1 W3S,
b Female W hite w{ngWED. DIEORCED (Bpecit A 2 laat birtbday) |Mozths]| Deys Hnun] Min.
: dowe: Aprdl 29,1901 1 5 1 _
;% 10a. USUAL 8&?},’,"..‘2{,?,’,‘..‘,‘;‘::::‘;;’::%;‘ 10b.,KIND, OF BUSINESS OR | IN | 11 BIRTHPLACE ity wad Sente or Foraign mm,,“p 12, CITIZEN OF WHAT
E Clerk Payroll Y"E’lﬁﬂ ~Fo.od,%d30. M@airy Section, St,Joseph, Mo SA
< 13a8. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
a | Thomas Daly . | Georgla Sargent Ear] J., Kibbey
%] 53 WAS DE%EASEP E‘;’ER IN U.S.ARMED F'ORCES'i 16. SOCIAL SECUR:;I"OY 17. INFORMANT'S SIGNATURE OR NAME - ;_;1' ADDRESS
4 »8, 00, OoFr unkoowD, » 9 WAT DT ¢ SOrVICS. A
~ o BN 491-09-4963° | Miss, Norma Kibbey St. Joseph, Mo.
é 1B CAUSE OF DEATH R MEDICAL CERT FICATION 7 lg:g%}’:l;{ BETWEEN
. Enteronly onecauseper | - ISE R CONDITIO
?_, lize for (o, (by, snd (€) DIRECTLY LEADING TO DEATH® (). % ow\\ UL gm o~
E) *This doex nol mean ANTECEDENT CAUSES
b the mode of dyinp, auch | Morbid conditione, if any, gicing DUE TO (b)
=3 as heart foflure, asthenio, | Tise {0 the above conse (o} slating
@ ele. It meens the dis- the underlying couse laat. .
> case, infury, or complica- DUE TO ()
7, tion which caused death, | 11, OTHER SIGNIFICANT CONDITIONS
= Conditions eonfritading to the death but not
E' | _relaicd to the dizease or condition couting death.
& || 192. DATE OF OPERA. 19b NASOR FleNf OF OPERATION : . , | 2. auTopSY?
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(Licensed Embalmer's Statement on R




STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalm

3T T D A -3 ST R P TR TEE

working under my personal supervision..

Student......ooooo i
Signatyre of Student Embalmer

P. O. Address .. 5t a.dp5ephy Moe

Note: The above MUST BE.SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failu
to comply with the above constitutes grounds for revocation of license),

1f embalmed by a STUDENT, he also shall sign in his OWN handwriting.

1 this body is not embalmed, fact should be so stated above,

A




